ABSTRACT
INTRODUCTION
Superficial temporal artery (STA) aneurysms are very infrequent. Moreover, true aneurysms, which are not pseudoaneurysms associated with trauma or previous surgery are even rarer (Delen et al. 2016) . Spontaneous STA aneurysm are usually atherosclerotic in origin (Bozkurt et al 2011 , Riaz et al 2004 . Here, we present a case of true superficial temporal artery aneurysms arising without any previous history of trauma.
CASE REPORT
A 72-year-old male was referred to the Thoracic, Cardiac, and Vascular outpatient clinic with a 2-year history of a lump on anterior of his right ear which had gradually been increasing in size especially within last 6 months. The lump was painless, and the patient denied any previous history of trauma or surgery in the region to this area. Hypertension was present at the patient's medical history. On Physical Examination, there was a pulsatile mass around 2 cm on preauricular region, which had well demarcated edges and there was no bruit or thrill over it. (see Figure 1 This was sent for histological examination, Figure 4 shows a section of superficial temporal artery stained with hematoxylin and eosin (H&E). There is dilatation involving all layers of the arterial wall, suggesting true aneurysm formation. There is hyperplasia of the tunica intima and media, but no evidence of atherosclerosis, giant cells or inflammation. Fig. 4 . Section of superficial temporal artery stained with hematoxylin and eosin (H&E). There is dilatation involving all layers of the arterial wall, suggesting true aneurysm formation
The postoperative course was good, and the patient was doing well on follow-up.
DISCUSSION
Superficial Temporal Artery (STA) is the terminal branch of the external carotid artery and one of the main feeders of the scalp. STA, in its anatomic course, becomes superficial on the zygomatic process after passing the parotid gland and is divided into branches of the anterior frontal and posterior parietal. The artery was covered by time temporal muscle, lipomatous tissue and skin after the zygomatic process (Delen et al 2016) .
True aneurysms are defined from histological examination, where all three layers of the arterial wall are seen to be intact; they are due to a weakness in the vessel wall, which may be congenital in nature or associated with atherosclerosis. True aneurysms are distinct from false (or 'pseudo-') aneurysms, in which there is a partial break in the arterial wall, usually the result of trauma (Riaz et al. 2004 ).
Superficial temporal artery aneurysms are rare; when they do occur, they are usually associated with head trauma. Spontaneous true aneurysms of the superficial temporal artery are extremely rare (Zivkovic et al 2015) .
True aneurysms are seen only in 10% of all STA aneurysms. Van Uden's study shown that 20 of 166 cases of STA aneurysms were identified as a true aneurysm (van Uden et al. 2013 ). Uchida and Sakuma found only 9 cases (18.8%) were true aneurysms with only single cases of congenital, arterial dissection, and atherosclerotic aneurysms (Uchida et al 1999) . The exact pathophysiology of the true aneurysms has not been established. The spontaneous STA aneurysm seems to be mainly caused by an acquired factor, such as the hypertension or the arteriosclerosis (Bozkurt et al 2011 , Riaz et al 2004 . In our case, patient presented without any previous trauma and found a present of hypertension medical history.
The majority of patients with true STA aneurysms were identified with a pulsatile painful mass. True STA aneurysms have been described as well as association of these lesions with intracranial and other external carotid artery branches aneurysms (Kawai et al 2014 , Ohta et al 2003 . The differential diagnosis includes sebaceous cyst, neuroma of the facial nerve, reactive lymph node, dural arteriovenous fistula, parotid gland lesion (van Uden et al 2013 , Kawai et al 2014 . The clinical diagnosis is confirmed by duplex ultrasonography. Computed tomography-or magnetic resonance angiography is useful chiefly for detecting associated intra-and extracranial aneurysms (van Uden et al 2013 , Kawai et al 2014 . In the case presented, patient presented with painless pulsatile mass and the diagnosis was confirmed by CT-angiography.
Therapeutic options for STA aneurysms described in the literature include observation, compression, thrombin injection, endovascular coil embolization, and surgical resection (van Uden et al 2013 , Pejkic et al 2014 . The recognised indications for surgery include pain, rapidly increasing size, cosmesis, changes to the overlying skin or adjacent structures. In the literature,there is no indications as to the optimum size of the aneurysm to initiate surgical excision (Riaz et al 2004) . The surgical indication in this case were increasing size of the mass and cosmesis. Surgical excision may be done under local or general anaesthesia. Surgical excision includes fulldissection of the aneurysm with complete ligation of all feeding vessels.
CONCLUSION
Although true aneurysm of the STA represents a surgical rarity, a wide spectrum of underlying etiologies is described in the literature. The standard treatment consists of excision of the aneurysm (aneurysmectomy) with proximal and distal vessel ligation, it can be done under local or general anaesthesia. Surgery is a best option for this disease and give best result.
